granulations. November 9: Pain, vomiting, and increase in size of hernia. Colonel Armour enlarged trephine wound and drained a small abscess, with relief resulting. December 3: Rise of temperature, headache, and stupor; hernia very much larger and an escape of a quantity of cerebrospinal fluid, which continued till December 26.
Wound now nearly healed, and hernia has disappeared.
Discussion is invited as to what extent the size of large herniae is due to distension of the lateral ventricle.
Case III.: Aphasia, following Cerebral Injury by Shrapnel Bullet. -J. Wounded by shrapnel on October 10, 1916, in right external frontal process; a fragment of metal is lodged 2 in. above the inion. The patient was aphasic on admission; his reading was gibberish. He had auditory aphasia and did not understand all that was said to him. No motor nor sensory symptoms; he was dull, heavy, and incontinent, both of urine, and faeces.
His fields of vision are normal, and there is no optic neuritis.
The point of interest lies in the occurrence of aphasia, considering the course the bullet took. (January 25, 1917.) Demonstration of Cases.
By J. S. COLLIER, Captain R.A.M.C., M.D. Case I.: Abortive Poliomyelitis.-V. This man was admitted to King George Hospital on November 17, 1916. He was on leave from Lark Hill. Temperature, 1030F., pulse 96,respiration 24. He complained of severe headache and stiffness of neck, but there was no vomiting nor other signs; all reflexes were normal. As several cases of cerebrospinal meningitis had occurred at this camp, lumbar puncture was performed. There was no increase of pressure, and the fluid appeared clear. Cell count gave 1,250 mononuclear cells per cubic millimetre, but was sterile on culture. Temperature lasted for a few days, and except for slight left facial herpes nothing else occurred. Wassermann reaction was negative. No physical signs in chest, but X-ray suggests Section of Neurology old tubercle of lung. Lumbar puncture, January 17, 1917: Cerebrospinal fluid not under pressure: fluid clear and cell count normal.
Case II.: Myasthenia Gravis.-B. This man was shot through the upper jaw in November, 1914; at the same time he received an injury to the left eye. In Septeinber, 1915, he noticed that he stumbled while carrying his pack and fell on his knees after walking a short distance; after rest he could go on again. This disability upon exertion gradually increased, and he had difficulty in raising himself from the lying to the sitting position. More recently the same paralysis on fatigue has appeared in proximal muscles of upper limbs. There has never been any sign *of ocular, facial, buccal, or pharyngeal weakness. There is great weakness of all the muscles of the trunk, with attitude and gait resembling that of myopathy, the shoulders being thrown back with relative lordosis, and moving from side to side with each step. He is unable to regain his feet from the supine position without help, and in making the attempt goes through the well known movements characteristic of weakness of the trunk. On electrical examination the myasthenic reaction is well marked. Pupils react to light and convergence. There is no wasting of muscles. Deep reflexes are present.
Case III: Spinal Injury; Paraplegia in Flexion, with Pressure Palsy of External Popliteal Nerve (Right).-F. Gunshot wound of the spine, eighth dorsal vertebra, on July 31, 1916. Admitted to King George IHospital on August 10, 1916. The condition is one of complete motor and sensory paralysis in flexion. The point of interest is that there is atrophic palsy, with loss of sensibility in right anterior tibial and peroneal muscles, with a drop foot and dropped toes and a flexor response on left side, with a retracted foot and extensor response on opposite side.
The point on which discussion is invited is the cause of this peripheral nerve or root lesion. The fifth lumbar area on the left side is not reflexogenous, nor is it clearly so on the right. Case IV: Spinal Cord Injury, complicated by Root Lesionts.-D. Injury from being buried in dug-out on October 1, 1916 Patient wasunconscious for twelve hours. Complete paralysis in both legs for five days. Retention of urine with overflow for two days. There is an angular curvature at the junction of the dorsal and lumbar region, the most prominent part of angle being the twelfth dorsal spine. There is a separation of 1j in. between the eleventh and twelfth dorsal spines, and there does not appear to be any lateral displacement. There is some weakness of the lower lateral abdominal nmuscles, as shown by bulging of the lower abdominal walls on sitting up, or by cough, which is improving. Right leg nornlal; left leg shows fair power in all movements, but rather less than the right, except in the peroneals and extensors of toes, which are almost completely paralysed. The tibialis anticus is weak, but contracts more powerfully. The faradic excitability of these muscles is much diminished. Knee-jerk and ankle-jerk on the left side are clearly increased. Rectus and ankle clonus are present; flexor plantar response. Vibration felt well and equally both sides; no loss of sense of position in either leg. There is well marked diminution of pain sensibility over left half of trunk and left lower limb below level of nipple. No loss to touch; heat and cold are not altered. There is much deeper relative sensory loss to all forms over areas of twelfth dorsal, first and second lumbar roots, and over fifth lumbar and first sacral roots; full control of sphincters. The trunk reflexes are much diminished below the level of the nipple on the left side and below level of umbilicus on right side. Cremaster absent on both sides. Deep reflexes in right leg are normal. There is apparently a lesion of the left pyramidal tract, giving rise to spastic signs in left leg, and lesions of the roots, twelfth dorsal, first, second and fifth lumbar and first sacral, the latter lesions preventing the exhibition of extensor response.
The sensory loss is a subject for discussion. Case V.: Paraplegia with Sweating below the Level of the Lesion. -S. Gunshot wound of the spine. Wounded August 29, 1916. Complete paralysis and loss of sensation below eighth dorsal vertebra, with knee-jerks and plantar reflexes retained. Shown because of the marked sweating below the lesion, with sweat rash.
